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 This visit was a revisit for a Federal Home Health 

Complaint Survey that was completed on 3/25, 

3/26, 3/27, 3/28, and 3/31/14 that resulted in an 

extended survey.

Complaint IN00144190 - Substantiated: Federal 

deficiencies related to the allegation are cited.  

An Immediate Jeopardy was identified on 

03/31/14.  The Administrator was notified of the 

Immediate Jeopardy on 03/31/14 at 3:45 PM.  

The Immediate Jeopardy remained unremoved at 

survey exit.  The Immediate Jeopardy was found 

removed during a survey on 4/22/14.

 

Survey date:  5/08/14

Facility:  002773

Medicaid Vendor:  200456380

Surveyor:  Shannon Pietraszewski, RN, PHNS

Census:  122

One (1) conditions and 8 standards were found to 

be corrected as a result of this survey.  

Maxim Healthcare Services is precluded from 

providing its own home health aide training and/or 

competency evaluation program for a period of 

two (2) years starting 4/09/14 due to being found 

out of compliance with Conditions of Participation 

42 CFR 484.30 Nursing Services.

The Home Health Director and the hospital 

Clinical Nursing Director were informed of this 
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preclusion during the exit conference held on 

5/08/14 at 5:00 PM.

Maxim Healthcare Services is in compliance with 

the Conditions of Participation 42 CFR 484. 18(b) 

and 484.30 (a)(b). 

Quality Review: Joyce Elder, MSN, BSN, RN

May 12, 2014
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